12 cases only four were diagnosed antemortem; the unrecognized cases died of hemorrhage or complications of hemorrhage. Since the failure to recognize this condition results so commonly in the death of the patient, the purpose of this report is to alert roentgenologists and surgeons to its existence, so that early diagnosis may lead to timely surgery.
ROENTGENOLOGIC FINDINGS It is easy to understand how a usual duodenal ulcer could be missed in roentgenographic examination because of its small size, but it may seem strange that such large ulcer craters should be missed. In most of these cases the ulcer was so large that the crater had the appearance of a normal duodenal bulb, so that a report of a normal upper G.I. tract fluoroscopy it has been noted that the contrast material rushes in and fills the crater rapidly but emptying is very slow and the wall of the crater remains smooth, rigid, and unchangeable. Because the nonulcerated portion of the wall is stretched, the normal mucosal pattern and radiating mucosal rugae are not seen. A constant narrowing of the pars superior of the duodenum, due to spasm distal to the ulcer crater, led to a diagnosis of stenosis of the pars superior in two cases; in another case a small irregularity was thought to be a diverticulum. In this case, as in most of the others, the duodenal bulb appeared normal even on postmortem review of the films (Fig. 1) . Postmortem review of the films revealed a persistent air bubble in the duodenum when it was empty (Fig. 2) . This finding was not mentioned in any of the other reported cases. Repeated fluoroscopic examination is urged where there is any suspicion of abnormal rigidity or delayed emptying of the duodenal bulb.
CASE REPORT
This 50-year-old bricklayer was first admitted to the Medical Service of this hospital on September 16, 1948, with complaints of pain in the right upper quadrant, anorexia, and flatulence for 2 years, worse for the past 3 months. Pain was related to intake of fatty foods and fresh fruits and lasted for several hours after eating. On several occasions he had nausea and vomiting accompanying severe bouts of pain, and in June, 1948, on one occasion he had vomited brownish-black material. Because of fear of pain and "bloating" he began to skip meals and eat less and, as a result, he lost 20 pounds in weight. For the past year he had been treated by his family doctor after he had been told he had gallstones. On 2 occasions he had mild jaundice with severe attacks of pain, but he was (Fig. 3) 
